countries where a majority of people with mental illness consult traditional healers first. m If psychiatrists are able to collaborate with traditional healers, the latter could help in the early detection and early management of mental illness, with the prospect of better outcomes. m Collaboration between psychiatrists and traditional healers could help to end harmful methods of practice by the traditional healers, such as isolating patients in an unhealthy, non-hygienic environment, depriving patients of nutritional food, beating patients, misdiagnosis and mismanagement. m Collaboration could help to improve community awareness and decrease the stigma of mental illness. m The traditional healer centres could be used as the basis for community rehabilitation facilities for people with mental illness. m Improving the education level of traditional healers might enable them to have a better understanding of mental illness and of the benefits of modern medications (see also Table 1 ). Organising educational seminars and workshops for them might be helpful in this area.
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Consultant in Perinatal Mental Health, Liverpool Women's Hospital, Liverpool, UK, email chenshaw@doctors.org.uk F or many women, pregnancy and childbirth are not without substantial risk in terms of new-onset, recurrent or existing mental disorder. This has consequences not only in terms of poor maternal mental health but also in terms of increased pregnancy-and delivery-related morbidity and can have a significant negative impact on the well-being of the fetus or neonate. New-onset disorders such as postnatal depression and puerperal psychosis have been recognised for some considerable time but it is also becoming apparent that, with the exception of anorexia nervosa, severe intellectual disability and possibly schizophrenia, conception rates among women with all types of mental disorder are the same as those in the general population. In high-income countries, the widespread use of atypical antipsychotics, most of which do not impair reproductive function, may lead to increased conception rates in women with schizophrenia. In addition, pregnancy and childbirth are multifactorial stressors which may render women with previous mental disorders vulnerable to a recurrence. Hence it is no surprise that studies in urban, low-income and ethnically diverse populations in the USA estimate that around a third of pregnant women are suffering from a mental disorder when substance misuse is included (e.g. Kim et al, 2006) .
Mood disorders
Women with mood disorders are those at highest risk of a recurrence in relation to childbirth. Up to two-thirds of women with bipolar disorder experience an episode in the immediate postpartum period. Those with a first-degree relative with a history of puerperal relapse are particularly vulnerable. The risk remains high even if the woman has been well during pregnancy and for the 2 years before she became pregnant and despite her living in good social circumstances with Psychiatry at Oslo University, Professors Lars Lien and Edvard Hauff; the director of the SINTIF Research Institute in Norway, Pro fessor Aren Aida; and, from the University of Malaya, Malaysia, Professor Hussian Habil, head of the Department of Psychiatry, and Professor Nor Zuriada. good social support, factors which can lead clinicians to under estimate the risk. The risk of recurrence appears to be the same in patients with either bipolar I or II disorder but is greater if there has been more than four previous episodes.
Between a third and a half of pregnant women with bipolar disorder experience a worsening of symptoms or a recurrence. Those experiencing symptoms during pregnancy are more likely to have a postpartum episode. Women who are euthymic at conception and stop prophylactic medication are twice as likely to relapse, have a fourfold shorter time to recurrence and a five times greater proportion of weeks during pregnancy spent ill than women who continue with medication (40% of pregnancy versus 9%). Most recurrences are depressive in nature or dysphoric mixed states and almost half occur during the first trimester (Viguera et al, 2007) . Mood stabilisers should not be stopped therefore without a full risk-benefit analysis. If a decision has been made to discontinue, a rapid discontinuation leads to a higher risk of recurrence than a slow taper.
Women with bipolar disorder are at increased risk of obstetric complications, specifically placenta praevia and antepartum haemorrhage, and, like other women with serious mental illness, are best managed as high-risk cases throughout their pregnancy.
The most common disorders identified in pregnancy are major or minor depression, with similar rates of depression reported during pregnancy as are observed postpartum in high-income countries. Risk factors for depressive symptoms in pregnancy include being single, of low educational status, unemployed, having poor partner and/or social support, and the presence of stressful life events or chronic stressors. Women with histories of childhood sexual abuse or who have experienced violence from their intimate partner or sexual coercion are more likely to report depressive symptoms. Depression in pregnancy is closely asso ciated with smoking during pregnancy and alcohol and drug use, and depressed women who smoke find it harder to give up when they become pregnant than do women who are not depressed. Halbreich & Karkun (2006) reviewed 146 studies reporting prevalence rates of postnatal depressive symptoms and found they ranged from 0% to 60%. They suggest that this variation may be due to cross-cultural variables, different reporting styles, differences in the perception of mental disorder and stigma, differences in socio-economic environments and biological vulnerability factors. Recent studies have reported higher rates of depression in women who were immigrants to cities in North America; such women are likely to have more risk factors and more barriers to accessing care than the local population. Indigenous populations such as Native Americans also have higher rates.
Women with a history of depression are at increased risk of a postnatal depressive episode, as are those with a family history of psychiatric illness, although the effect size for this risk factor is smaller than that for a personal history of depression. Reported recurrence rates for those with a previous postnatal depressive episode range from 41% to 80% after subsequent pregnancies. Women with premenstrual mood disorders, mood symptoms during past oral contraceptive use and mood symptoms in the first 2-4 days postpartum are also at increased risk of postnatal depression (Bloch et al, 2005) .
Depression during pregnancy or postpartum is associated with a number of adverse outcomes, including impaired infant and childhood cognitive, emotional and behavioural problems and sudden infant death. Maternal depression is an independent risk factor for poor infant growth in the UK, India and Pakistan (Stewart, 2007) and increases the risk of infants suffering from diarrhoea. Infants of mothers with depression have more routine visits to the doctor, more visits to emergency depart ments and increased rates of hospitalisation.
Anxiety disorders
Pre-existing panic disorder and obsessive-compulsive disorder may worsen, improve or remain stable during pregnancy: studies report conflicting results. Postpartum relapse is common and new onsets can also occur in both pregnancy and the postpartum period and following miscarriage. If panic disorder has first presented in relation to childbirth, it is more likely to recur after subsequent pregnancies than when the first episode is non-puerperal.
Studies in the USA estimate that around 7% of pregnant women suffer from post-traumatic stress disorder (PTSD), with half of those having experienced the traumatic event before the age of 15. Comorbidity with depression or general ised anxiety disorder is common and around a fifth also have a substance misuse diagnosis. Higher incidences of complications such as ectopic pregnancy, miscarriage, hyperemesis, preterm contractions and macrosomia have been observed. Some women develop PTSD as a result of traumatic deliver ies and this may lead to secondary tokophobia (fear of childbirth). Groups such as refugees and asylum seekers have often experienced multiple traumas before arriving in the host country and are particularly likely to experience mental health problems.
Eating disorders
Although women with anorexia are much less likely to conceive, many of those who have recovered, have bulimia, partial syndromes or sub-syndromal extreme concerns about weight and excessive exercising will become pregnant. There is some evidence that symptoms may improve during pregnancy but women with eating disorders may have difficulty coping with the bodily changes of pregnancy and are at risk of a postnatal depressive episode. A number of adverse outcomes are associated with pregnancy and delivery in women with eating disorders, particularly if they are not treated, which may be due to restricting intake, excessive exercise and using diuretics or laxatives. Under-nutrition can lead to an undernourished fetus and impaired immunity, which increases the risk of infection. There may also be metabolic disturbances. For a review, see Astrachan-Fletcher et al (2008) .
Schizophrenia
Women with serious mental disorders, schizophrenia in particular, are more likely to have experienced coercive sex and are at increased risk of violence during pregnancy, when the focus of assault can shift to the abdomen. They have more lifetime sexual partners, and are more likely to be indulging in risky sexual behaviours, thus increasing their risk of sexually transmitted infections. They are more likely to be younger (under 19) or older (over 35) mothers (and hence at increased obstetric risk), have more unplanned pregnancies and are more likely to have had a termination of pregnancy. Women with schizophrenia are more socially disadvantaged than women in the general population, more likely to use illicit drugs before pregnancy, and to drink alcohol and/ or continue to use drugs during pregnancy, which confers additional risks to the fetus.
Even when smoking and other risk factors such as maternal age, education and pregnancy-induced hyper tension are controlled for, the odds of poor outcomes such as low birth weight (LBW), small for gestational age (SGA) infants, preterm delivery and stillbirth are higher in women with schizophrenia. Complications also occur more frequently, such as placental abruption, antepartum haemorrhage, the toxic side-effects of alcohol and illicit drugs and infants with cardiovascular congenital anomalies (most commonly patent ductus arteriosus).
Obesity is increasing in high-income countries and being overweight and folate deficient when pregnant increases the risk of neural tube defects. Women with schizophrenia may become obese through poor diet or the weight gain associated with atypical antipsychotics; it is not known, however, whether the risk of neural tube defects may be further heightened as a direct metabolic consequence of schizophrenia. Patients with schizophrenia are also at increased risk of impaired glucose tolerance and diabetes, particularly if they are taking certain atypical antipsychotics. When pregnant, this renders them at higher risk of gestational diabetes, which confers greater morbidity for both mother and fetus. Obesity in pregnancy also increases obstetric risk and is associated with being less likely to have a spontaneous onset of labour, more blood loss in labour, heavier babies and longer hospital stays. Many of the examinations and investigations which are part of antenatal care are more difficult in an obese woman. For example, it is harder to palpate the uterus and ultrasound penetrates fat very poorly.
Women with tightly defined schizophrenia who remain on medication are less likely to relapse after delivery than women with mood disorders. However, a fifth of those who have had admissions before they became pregnant will relapse after delivery, this relapse being more likely if medication is discontinued.
Self-harm and suicide
Self-harm in pregnancy is most often an overdose of the most accessible medication: over-the-counter analgesics, iron or vitamins. Issues related to pregnancy and interpersonal difficulties are the most frequently cited reasons for the overdose. Suicidal ideation is more likely to occur in women with a history of physical or sexual abuse.
Self-poisoning during pregnancy increases the risk of preterm labour, the need for Caesarean section and blood transfusion, and increases the likelihood of respiratory distress syndrome and neonatal death. One of the best predictors of self-harm in pregnancy is substance misuse.
Women with psychosis or severe depressive illnesses during pregnancy and the postpartum period who are suicidal tend to use violent methods, most frequently hanging or jumping from a height, drowning, self-immolation or guns in the USA and are hence more likely to succeed in killing themselves. Maternal suicide has become the most common cause of maternal death in the UK in recent years.
Conclusions
Pregnancy and the postpartum period can be a difficult and very risky time for many women with mental disorders. A woman's mental state, associated behaviours or treatment may confer significant risk to her fetus or infant. It is therefore crucial that mental health professionals working with women during their reproductive years are aware of these risks and engage in proactive management with sexual health, family planning and maternity services.
